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Introduction
The acronym BRIC was coined in 2001 
by Jim O’Neill, a senior executive at 
Goldman Sachs, to denote four emerg-
ing national economies: Brazil, the Rus-
sian Federation, India and China.1 The 
acronym was subsequently extended 
– to BRICS – to include South Africa. 
Together, the nations in the BRICS 
group, which are widely considered to 
represent the most important emerging 
economies, hold approximately 40% of 
the world’s population. Although BRICS 
and other multinational groupings may 
be useful to policy-makers involved in 
the development of some foreign poli-
cies, it remains unclear if such groupings 
have a role in the study and development 
of global health policy. We examine the 
debate around this issue and focus on 
the potential role of BRICS in the pro-
motion of universal health coverage – an 
“umbrella” goal for health in the post-
2015 development framework.2
The debate
There are those who see a strong poten-
tial role for BRICS in the development of 
universal health coverage. These people 
observe how Brazil, China, India and 
South Africa have all made considerable 
recent progress in expanding health cov-
erage. Such success has inspired other 
governments. In addition, BRICS are 
committed to spreading the lessons they 
have learned from their recent experi-
ences. By offering diplomatic support 
and acting as technical resources, these 
nations are also increasingly promot-
ing the development of various global 
health policies – including universal 
health coverage. For example, in 2012, at 
the Sixty-fifth World Health Assembly, 
representatives of the BRICS countries 
“stressed the importance of universal 
health coverage as an essential instru-
ment for the achievement of the right 
to health”.1 In a communiqué issued at 
a health ministerial meeting in 2013, 
the same nations declared their sup-
port for the then recent United Nations 
resolution on universal health coverage 
and stated that they were “committed to 
work nationally, regionally and globally 
to ensure that universal health cover-
age is achieved”. Subsequently – at the 
Sixty-sixth World Health Assembly – the 
BRICS countries agreed to identify na-
tional institutions that could collaborate 
with the World Health Organization 
(WHO) in developing a monitoring 
framework that would help track prog-
ress towards universal health coverage.
Since the BRICS grouping was 
based on national economies, it some-
times appears awkward and artificial 
in the health policy arena. The BRICS 
countries vary greatly in terms of their 
burdens of disease, health systems, 
interests in the global pharmaceutical 
trade, engagement in the international 
arena and much else.3 While the health 
ministers of these five nations have met – 
and continue to meet and share concerns 
– on a regular basis, the resultant dec-
larations and communiqués appear to 
have had little real impact on any global 
health policy. There are several reasons 
for BRICS’ increasing prominence in 
the global health discourse despite this 
lack of impact. The emergence of BRICS 
as a distinct entity with increasing 
levels of multinational coordination in 
health – and other – activities is apply-
ing pressure to both the existing and 
emerging mechanisms and processes 
of global governance. Many of those 
who promote universal health coverage, 
whether as researchers, politicians or 
advisors, often seem to be searching for 
leadership and inspiration from national 
governments and regional or other 
blocs. Some nations that once provided 
such leadership have largely withdrawn 
and this has left a gap that BRICS could 
conceivably fill. More research is needed 
to explore whether this gap really exists, 
whether or not it matters, and whether 
it could really be filled by BRICS. The 
former Soviet Union, which paraded its 
achievements in implementing universal 
health coverage at Alma-Ata in 1978, 
has ceased to exist. The Non-Aligned 
Movement, which shaped many global 
health debates in the 1970s and 1980s, 
has largely disappeared from the stage.4 
Given its long struggle to implement 
universal health coverage at home, the 
United States of America appears to be 
poorly placed to promote such coverage 
elsewhere. The European Union often 
finds itself paralyzed, with its member 
states unable to agree on a common 
position. While many might be looking 
to BRICS for leadership, it is still not 
clear if these countries have sufficient 
shared interests or the coordinating 
mechanisms and processes needed to 
collectively and cohesively influence or 
promote global health policy.3
In the global arena, Brazil – espe-
cially under ex-President Lula da Silva 
– has promoted universal health cover-
age and, especially, action on the social 
determinants of health. Although the 
former Soviet Union achieved universal 
coverage, the Russian Federation has 
said relatively little about such coverage 
in recent years. India and South Africa 
have both committed themselves to 
BRICS’ role in global health and the promotion of universal health 
coverage: the debate continues
Martin McKee,a Robert Marten,b Dina Balabanova,a Nicola Watt,a Yanzhong Huang,c Aureliano P Finch,d 
Victoria Y Fan,e Wim Van Damme,f Fabrizio Tediosid & Eduardo Missonid
a London School of Hygiene & Tropical Medicine, London, England.
b Rockefeller Foundation, 420 Fifth Ave, New York, NY 10018, United States of America (USA).
c Council on Foreign Relations, New York, USA.
d Center for Research on Health and Social Care Management, Bocconi University, Milan, Italy.
e Center for Global Development, Washington, USA.
f Institute of Tropical Medicine, Antwerp, Belgium.
Correspondence to Robert Marten (email: rmarten@rockfound.org).
(Submitted: 31 October 2013 – Revised version received: 29 January 2014 – Accepted: 27 February 2014 )
P rsp ctives
Bull World Health Organ 2014;92:452–453| doi: http://dx.doi.org/10.2471/BLT.13.132563 453
Perspectives
BRICS and universal health coverageMartin McKee et al.
seeking universal health coverage and 
have promoted such coverage nationally. 
China appears to be primarily focused 
on domestic reform but hosted a recent 
ministerial forum on China–Africa 
health development and has committed 
itself to working with African countries 
to support efforts towards universal 
health coverage.5,6 Although the posi-
tions and policies on global health of 
some of the BRICS countries are con-
gruent, they are not always aligned and 
often appear far from coordinated.
Discussion
Among those seeking to promote uni-
versal health coverage, there is a natural 
desire to look not only to WHO, the 
World Bank, the Rockefeller Founda-
tion and other “global” institutions, but 
also to nations that can champion this 
cause – rather than to leave the agenda 
to be driven by corporate interests. 
The BRICS countries may currently 
appear to be attractive promoters of 
universal health coverage but they do 
not yet – and may never – work col-
lectively to fulfil this role. They are 
certainly not the only countries seeking 
to influence the ongoing discussions 
on global health policy. Cuba, Mexico, 
Thailand and Turkey, for example, have 
been seeking to shape such discussions 
and so boost their “soft power” in the 
global arena. In the industrialized 
world, Germany, Japan, Norway and 
Sweden have also been joining in this 
process but – with the exception of the 
Oslo grouping7 – there is little evidence 
of any multinational coordination to 
increase the impact of such nations in 
the global health arena.
The group of countries that can act 
– and is willing to act – as exemplars for 
others in the development of universal 
health coverage is not, however, “set 
in stone”. Twenty-five years ago, a list 
of influential countries might have in-
cluded Costa Rica and Sri Lanka – now 
largely absent from the debate.8 In the 
near future, countries such as Chile and 
Rwanda may make substantial gains in 
their global influence. Those looking for 
champions in global health – particu-
larly in the fevered fight to establish the 
post-2015 development agenda – may 
be currently looking in the wrong place.
Conclusion
We do not argue that BRICS has no value 
as a grouping. These five countries do 
have some things in common: they are 
all large, populous, and diverse and have 
many different ethnic, social and – in 
some cases – religious divisions. They 
share these characteristics with some 
other countries – e.g. Indonesia, Nigeria 
and Pakistan – that have made less prog-
ress towards universal health coverage 
but may be able to learn from BRICS’ 
experiences. There is no doubt that, in 
the promotion of universal health cover-
age, collaboration and shared learning 
are required. However, a grouping of 
countries that makes sense in the co-
ordination of global macroeconomic 
policy cannot be assumed to be relevant 
in the development of any global health 
policy. ■
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